INTRODUCTION AND BACKGROUND: WHY DISCUSS THESE CONCEPTS?
The terms "health disparities" and "health inequalities" (used interchangeably here), while hardly household terms among the general public, have by now become familiar to many health practitioners, program managers, and policy-makers as well as researchers in the United States and other countries; "health equity" is a term rarely encountered in the United States but more familiar to public health professionals elsewhere. There is little consensus about what these terms mean, however (13-15, 76, 77, 80) , and the resulting lack of clarity is not merely of 168 BRAVEMAN academic concern. How one defines "health disparities" or "health equity" can have important policy implications with practical consequences. It can determine not only which measurements are monitored by national, state/provincial, and local governments and international agencies, but also which activities will receive support from resources allocated to address health disparities/inequalities and health equity (15) . This paper aims to clarify the concepts of health disparities/inequalities and health equity, focusing on the implications of different definitions for measuring disparities and pursuing health equity.
The most concise and accessible definition of health disparities/inequalities/ equity was articulated by Margaret Whitehead (106, 107) in the early 1990s as differences in health that "are not only unnecessary and avoidable but, in addition, are considered unfair and unjust." She wrote: "Equity in health implies that ideally everyone should have a fair opportunity to attain their full health potential and, more pragmatically, that no one should be disadvantaged from achieving this potential, if it can be avoided" (106) . She defined equity in health care "as equal access to available care for equal need, equal utilization for equal need, equal quality of care for all" (106) . Note that in the context in which this definition was formulated, i.e., the United Kingdom and Europe overall, the term "health inequalities" has almost universally been understood to refer to differences in health between people with different positions in a socioeconomic hierarchy; health inequalities by gender and, less frequently, by ethnic group or national origin have received some but more limited attention. Whitehead's definition has been extremely useful in communicating with policy-makers and the public in diverse settings around the world. At the end of the 1990s, however, an international debate emerged about the scope of "health inequalities/disparities" and "health equity" and how they should be measured, with far-reaching consequences (discussed below) (3, 14, 15, 32, 80, 99) .
Throughout the 1990s, the European Office of the World Health Organization (EURO) played an active role in bringing attention to the issue of health inequalities and their measurement within European countries (25, 56, 106) . The document that first presented Whitehead's definition (106) was part of a series of documents issued by EURO to support this initiative; these documents, including one focused on policies and strategies (25) and one on measurement, which, along with Whitehead's paper, were subsequently summarized in peer-reviewed literature (65) . A global initiative on Equity in Health and Health Care launched at the World Health Organization (WHO) Headquarters in Geneva in 1995 focused on placing the issue of health equity-within countries of all per-capita economic levels and between countries of different per-capita economic levels-higher on the policy agendas of international agencies and national governments. Complementing WHO efforts in Europe, the global effort focused on strengthening capacity for monitoring health equity within lower-income countries (9, 16, 115) .
By 1999, however, new leadership at WHO in Geneva terminated the equity initiative. Claiming that health equity and health inequality issues would continue to be addressed, the WHO leadership at that time shifted the focus to a new 170 BRAVEMAN typically accompany a given job); income/expenditures, accumulated wealth, or living conditions; health insurance; or residence in geographic areas with particular social or economic conditions (9, 16, 37, 38, 54, 60, 62, 64-66, 70-72, 74, 95, 104, 110) . Under the rubric of health equity, studies in many countries also have examined gender inequalities in health (4, 30, 50, 63, 78, 84, 92, 96) or health care (16, 97, 105) ; apart from studies of immigrant or aboriginal health, racial/ethnic inequalities have generally received less attention in literature outside the United States.
DEFINITIONS IN THE PUBLISHED LITERATURE Several definitions in addition to
Whitehead's have appeared in the international literature, although none has been as widely used. Tables 1 (p. 171) and 2 (pp. 173-75) list, generally in chronological order of their appearance in the literature, several definitions of health care (Table 1) or health (Tables 2-4 , pp. 173-77) inequalities or equity, commenting briefly on their strengths and weaknesses, with further discussion in the text. Table 1 lists several definitions of equity in health care. According to Aday's definition (1), equity in health care requires that resource allocation and access to health care be determined by health needs. Mooney noted, as have others, two distinct important aspects of equity: horizontal equity, or equal treatment for equal need; and vertical equity, or different treatment for different need (specifically, more resources for greater need) (24, 51, 76, 77) . Mooney (76, 77) also discussed the lack of clarity regarding the ethical basis for diverse definitions of equity in health care, along with the health service resource allocation implications of a range of commonly used definitions (including equal expenditure or resources per capita; equal resources for equal need, opportunity for access, or utilization for equal need; equal progress toward meeting priorities; and equal health outcomes) (76) . Culyer & Wagstaff (24) explored four definitions of health care equity-equal utilization, distribution according to need, equal access, and equal health outcomes, noting both the inadequacy of prevailing definitions of need and the "incompatibility" of these four definitions in terms of practical implications.
Equity in health care
Equity in health (with or without including health care) Starting with the Whitehead definition, Table 2 (pp. 173-75) lists several published definitions of inequalities/disparities or equity in health itself, including various aspects of health. The 1995-1998 WHO initiative on Equity in Health and Health Care (9, 115) operationally defined equity in health as "minimizing avoidable disparities in health and its determinants-including but not limited to health care-between groups of people who have different levels of underlying social advantage or privilege, i.e., different levels of power, wealth, or prestige due to their positions in society relative to other groups," noting that " [in] virtually every society in the world, differences in social advantage are reflected by socioeconomic, gender, ethnic, . . .age. . . and other differences" (9) . At that time, WHO documents also stated that equity in health implies consideration of ". . .need rather than underlying social advantage. . . in decisions about resource allocation that affect health" (9, 115) . In contrast, as noted in Table 2 , (80, 113) . The International Society for Equity in Health (ISEqH) defined equity in health as "the absence of systematic and potentially remediable differences in one or more aspects of health across populations or population subgroups defined socially, economically, demographically, or geographically" (40, 61, 98) ; this definition [and subsequent definitions by Braveman & Gruskin (12, 13) ] adds Starfield's (94) important concept that differences relevant to equity are systematic rather than random or occasional. Unlike definition three in Table 2 , the ISEqH definition does specify that comparisons between groups are required to assess equity. Unlike most of the other definitions in Table 2 , however, the ISEqH definition does not indicateeither explicitly or implicitly-that the relevant comparisons are between groups that differ on underlying social position; it thus could be applied without social justice implications to a wide range of epidemiologic studies. For example, using the ISEqH definition, health equity could be assessed based on comparing rates of a particular illness, e.g., cancer, between people who reside in two geographically distinct (but socially similar) areas. Although it may be of public health concern, this kind of difference does not have social justice implications and hence is not relevant to health disparities/equity as these terms are widely, albeit implicitly, understood.
Graham's definition (36) incorporates elements of both the 1995-1998 WHO and Starfield's definitions, considering health inequalities or disparities to be "systematic differences in the health of groups and communities occupying unequal positions in society." Although succinct, this definition does not address relevant differences in the determinants of health nor explain what is meant by "social position"-a term that has meaning for social scientists but is unfamiliar to many health professionals, including researchers who are not social scientists, or the public.
Definitions and assumptions underlying health disparities initiatives in the United
States As examples of typical approaches in the United States, Table 3 lists several definitions of health disparities that are currently used by major governmental or professional public health agencies. Carter-Pokras (18) provided an extensive list of such definitions, pointing out differences and potential policy implications.
Since the mid-1990s when the term first came into use, "health disparities" (the term "health equity" being less frequently used in the United States) have generally been assumed to refer to health or health care differences between racial/ethnic groups. The conceptual and ethical basis for this assumption typically is not explicitly articulated. A large and growing body of U.S. literature focuses on racial/ethnic disparities in health status (22, 34, 35, 46, 52, 79, 83, 108, 109) and in health care (2, 39) . Most of this work compares disadvantaged racial/ethnic groupsusually African Americans, Latinos/Hispanics, and Native Americans, and sometimes Asians/Pacific Islanders-with non-Latino "whites" of primarily European background. Although racial/ethnic disparities have been the primary focus of government initiatives during this time period, there also is an accumulating research literature on socioeconomic disparities in health in the United States (6, 7, 23, 29, 31, 41, 44, 53, 57-59, 67, 73, 85, 90, 101, 108, 111, 116) , and some recent research on gender disparities in health (78) or health care (5, 8, 21, 53, 91) .
HOW HAVE HEALTH DISPARITIES/INEQUALITIES AND HEALTH EQUITY BEEN MEASURED, AND WHAT ARE THE CONCEPTUAL IMPLICATIONS?
A range of methods has been used to quantify health disparities/equity, each reflecting implicit assumptions about definitions (17, 33, 43, 55, 65, 69, (102) (103) (104) 112) . In the work of recognized experts in the field of measuring health inequalities/disparities/equity, measurement almost always involves comparing an indicator of health or a health-related factor in one or more disadvantaged groups with the same indicator in a more advantaged group or groups. Most often, the reference group is the most advantaged group-e.g., the wealthiest/highest-income group for disparities by wealth/income, or the dominant racial/ethnic group for racial/ethnic disparities. At times, the level of a health indicator in a disadvantaged group may be compared with the average level in the population, but this practice generally reflects data limitations and is not featured in the work of experts. Comparing the health of a disadvantaged group with average levels of health may not be very informative about social inequalities in health. For example, in a setting in which a large proportion of a population is disadvantaged, the health of the most disadvantaged may be markedly different from that of the best-off social group but not very different from the average; it would be erroneous to assess the magnitude of disparities as small. When only two groups are compared, the "rate ratio"-i.e., the rate of a given health indicator in one group divided by the rate in another group-is most commonly calculated to measure a particular disparity; for example, in the United States, the annual rate of infant mortality among African American babies (14.4 per 1000 live births) is more than two times the rate among European American babies (5.7 per 1000 livebirths) (82) . Two groups can also be compared by calculating a "rate difference" or absolute difference in rates; for example, the rate difference in infant mortality between African Americans and European Americans is approximately 8 per 1000 live births. Both absolute and relative differences can be meaningful.
More complex methods, such as the population attributable risk, the slope and relative indices of inequality, and the concentration curve and index (20, 55, 112) , also have been used. These methods can be useful for quantifying the magnitude of socioeconomic inequalities in health, reflecting comparisons among more than two groups, addressing changes in the group sizes over time, and/or reflecting absolute levels of a health indicator as well as relative differences across social groups. These approaches and their implications are well explained by Mackenbach & Kunst (65) and Wagstaff et al. (103) . Established methods for measuring health inequality must be distinguished from those, such as the Gini coefficient, designed to measure economic (usually income) inequality (42) . In nontechnical terms, the Gini coefficient can be thought of as reflecting the overall extent of difference between the observed distribution of economic resources (e.g., income) in a given society and a theoretical situation in which everyone has exactly the same economic resources, considering differences in economic resources among individuals without comparing different social groups defined by characteristics other than economic resources. Some authors have examined how income inequalities in specified geographic areas (using the Gini coefficient or similar measures) are associated with aggregate levels of health experienced by people residing in those areas (45, 47, 48, 110) .
As noted above, measurement of health disparities/inequalities by experts in the field has consistently reflected a clear (albeit usually implicit) assumption that the relevant differences are those between better-and worse-off social groups, selected a priori based on who historically has been more and less advantaged in a society. This assumption was explicitly expressed in documents published as part of the World Health Organization's (WHO) initiative on Equity in Health and Health Care between 1996 and 1998 (9, 115) . In contrast, also noted above, a group of individuals who worked at WHO between 1998 and 2003 developed a markedly different approach to measuring health disparities, featured in WHO's annual report for the year 2000, World Health Report 2000 (80, 114) . This group criticized the measurement approaches in standard use, saying that these approaches prejudged causation and obscured differences within groups; using the new method proposed by this group, health inequalities would be measured by assessing overall differences in health among ungrouped individuals, without comparing health across different predetermined social groups (e.g., different socioeconomic groups or castes). This new ungrouped approach, which has conceptual similarities with using the Gini coefficient to measure economic inequalities, rejects the fundamental premise accepted by most experts in the field that individuals should be categorized according to a priori markers of underlying social advantage. This new approach would, for example, compare health between the sickest and healthiest in a society, but not between the poorest and the richest or between those in historically disenfranchised and in the dominant racial/ethnic groups. Using this approach to calculate estimates of inequality in each country, the World Health Report 2000 ranked 107 countries according to inequality in infant mortality. (See below for a critique of this approach.)
Because attention to "health disparities" in the United States has typically been focused on racial/ethnic differences in health or health care, standard measurement approaches have involved comparing other racial/ethnic groups to Whites or nonHispanic/Latino Whites, i.e., persons of primarily European origin (82) . In the U.S. research literature examining socioeconomic disparities, populations have generally been categorized according to income or educational attainment, comparing all other groups with the highest income/education group. The "index of dissimilarity" (ID) has been proposed by some authors (86) to measure the magnitude of disparities across diverse kinds of groups, including racial/ethnic, socioeconomic, and other groups. The ID for a given health indicator sums differences between rates in each subgroup and the overall population rate, expressing the total as a percentage of the overall population rate. As noted earlier, using the overall (average) population rate as the reference is problematic, particularly when a large proportion of the population is very disadvantaged. The U.S. National Center for Health Statistics (49) appears recently to have rejected such comparisons in favor of using the group with the most favorable rate of a given health indicator as the reference point for measuring disparities, noting that "the 'best'. . . group rate is theoretically achievable by other groups" (49) . This approach avoids the potentially politically sensitive process of a priori identifying social groups as "most" or "least" advantaged. However, it leaves open the possibility that resources earmarked for health equity/disparities may be directed to groups who are more privileged overall but happen to do worse on a particular outcome.
A PROPOSED DEFINITION TO GUIDE MEASUREMENT
The examples and arguments presented in this paper indicate the need for a definition of health disparities/inequalities/equity that explicitly specifies both the relevance of social position (relative advantage and disadvantage in social hierarchies) and the particular kinds of comparisons that should be made between/among groups with different social positions. The definition proposed here (along with a briefer variant for wider use) reflects earlier work by the author and S. Gruskin (9, 12, 13); its rationale (presented below) is based on judgments about strengths and weaknesses of previous definitions (discussed in the preceding text and tables).
As stated in Table 4 , a "health disparity/inequality" is a particular type of potentially avoidable difference in health or in important influences on health that can be shaped by policies; it is a difference in which a disadvantaged social group or groups (such as the poor, racial/ethnic minorities, women, or other groups
TABLE 4 Proposed definitions of health disparities/inequalities and equity in health a
Full version: A health disparity/inequality is a particular type of difference in health or in the most important influences on health that could potentially be shaped by policies; it is a difference in which disadvantaged social groups (such as the poor, racial/ethnic minorities, women, or other groups that have persistently experienced social disadvantage or discrimination) systematically experience worse health or greater health risks than more advantaged groups Briefer version: Health disparities/inequalities are potentially avoidable differences in health (or in health risks that policy can influence) between groups of people who are more and less advantaged socially; these differences systematically place socially disadvantaged groups at further disadvantage on health Key points of clarification: Pursuing health equity means pursuing the elimination of such health disparities/inequalities Health disparities/inequalities include differences between the most advantaged group in a category (e.g., the wealthiest) and all others, not only between the best-and worst-off groups Social advantage means one's relative position in a hierarchy determined by wealth, who have persistently experienced social disadvantage or discrimination in the past) systematically experience worse health or greater health risks than the most advantaged social groups. Such differences are particularly unjust because they put groups of people who are already at a disadvantage in society-for example, because they were born into poor families, belong to a particular racial/ethnic group, or are women-at further disadvantage with respect to their health, which in turn is essential for well-being and for escaping from social disadvantage. Important influences on health that can be shaped by policies include but are not limited to health care; they also include living and working conditions. In more technical terms, health disparities are systematic, potentially avoidable differences in health-or in the major socially determined influences on health-between groups of people who have different relative positions in social hierarchies according to wealth, power, or prestige. Because these differences adversely affect the health or health risks (construed here as exposures and vulnerabilities increasing the likelihood of ill health or adverse social consequences of ill health) of groups already at a disadvantage by virtue of their underlying social positions, they are particularly unfair. In settings where less technical detail is required or desirable, "health disparities/inequalities" may be defined more briefly as differences in health (or in important influences on health) that are systematically associated with being socially disadvantaged (e.g., being poor, a member of a disadvantaged racial/ethnic group, or female), putting those in disadvantaged groups at further disadvantage. Further clarification may be provided by noting that pursuing health equity-that is, striving to eliminate health disparities strongly associated with social disadvantage-can be thought of as striving for equal opportunities for all social groups to be as healthy as possible, with selective focus on improving conditions for those groups who have had fewer opportunities. Drawing upon human rights concepts (12, 13) , pursuing health equity means removing obstacles for groups of people-such as the poor, disadvantaged racial/ethnic groups, women, or persons who are not heterosexual-who historically have faced more obstacles to realizing their rights to health and other human rights.
The proposed definition refers to differences between social groups that have different levels of underlying social advantage or disadvantage. Another term for social advantage/disadvantage is social position, i.e., one's position within social hierarchies. Virtually everywhere in the world, social position varies according to economic resources, power or control, and prestige or social standing. These often are reflected by income; accumulated wealth; education; occupational characteristics; residential location (e.g., rural vs urban; less advantaged neighborhoods, villages, districts, and/or provinces); racial/ethnic, tribal, or religious group or national origin; and gender, with women disadvantaged on power, wealth, and/or prestige almost everywhere. In many societies the elderly and/or children are disadvantaged by policies or traditions. The biological constraints posed by physical or mental disability are often compounded by social exclusion or marginalization based on neglect, rather than deliberate discrimination, as well as by stigma. In most societies, sexual orientation is another basis for social advantage or disadvantage, with those other than heterosexuals often marginalized and stigmatized.
The proposed definition refers to differences in health or in the most important influences on health that can be shaped by policies. Health refers to the full range of aspects of health status itself-not only morbidity and mortality but functional status or disability, suffering, and quality of life; it refers to physical health (including dental as well as medical conditions) and mental health.
The public, policy-makers, and health professionals often assume that the solution to health disparities/inequalities is in eliminating disparities in health care. Disparities should be addressed in medical, dental, and mental health care that is considered likely-according to the best available evidence and judgment-to improve health, including by decreasing suffering or improving functional status. Disparities should be investigated in all aspects of health care, including the allocation of resources for health care, the actual receipt (utilization) of services, their quality, and how they are financed, particularly with respect to the burden of payment on individuals or households.
However, the influences on health also include a range of conditions in homes, neighborhoods, workplaces, and communities that, based on the best available evidence and judgment, are likely to affect health. The rationale for including nonmedical determinants of health is that both ethical and human rights principles both call for equal opportunities for all people to be as healthy as possible, not merely using medical care to buffer the health-damaging effects of underlying unjust living conditions. In addition, the determinants of health that would be appropriate to measure include conditions that produce different serious consequences of illness for different groups of people; for example, the consequences of a given illness in someone with full health insurance coverage and sick leave could be very different from the sequellae of the same illness in someone without those social protections, whose family could be plunged into poverty with its additional deleterious health effects.
There may be disputes at times about the extent to which a given condition could be influenced by policies. For example, some people might argue that it is impossible to enact policies in the United States that redistribute resources in favor of less advantaged groups, given this country's deep-rooted ethos regarding individual responsibility and entrepreneurship. Also often cited is the relative lack of tradition of social solidarity in the United States, reflected by, for example, universal health care coverage taken for granted in Western European nations. Others might argue that some differences-e.g., disparities in health between the elderly and younger adults-that are widely considered impossible to influence by policies could indeed be ameliorated through emerging technological solutions, including genetic manipulations.
The Values Underlying the Proposed Definition ETHICS AND HEALTH DISPARITIES/EQUITY
This section explores the social values underlying the proposed definition of health disparities, with particular emphasis on how these values relate to the work of John Rawls and Amartya Sen. "Justice"-and more specifically "distributive justice," which concerns the equitable allocation of resources in a society-is a standard ethical principle (87) that generally receives little attention in medical ethics. The late political philosopher John Rawls (88, 89) and others (3, 19, 26-28, 77, 87) have focused on distributive justice, however. Calling for an egalitarian approach, some have argued that, because health is essential for realizing one's full potential in all domains of life, health care (and, for some authors, other key determinants of health) should not be treated as luxuries or market goods like caviar, yachts, or designer clothes. Rawls argued that priority should be given to improving the situation of the most disadvantaged in a society; he also argued that an egalitarian distribution of resources for the essentials of life (such as health) could be justified by considering what the prevailing rules for distribution of such resources would be-according to need-if they were chosen behind a "veil of ignorance" about whether individuals had been born into socially advantaged or disadvantaged families. Nobel prize-winning economist Amartya Sen ventured into the realm of ethical theory when he advanced the notion that human development should be measured not in economic terms but in terms of human capability to freely pursue quality of life, with health being one of the best indicators of that capability (93) .
HEALTH DISPARITIES, HEALTH EQUITY, AND HUMAN RIGHTS 1
The foundations for the definition of health disparities proposed here-and the rationale for addressing these disparities to pursue health equity-come not only from ethics but also from the field of international human rights. Human rights are that set of rights or entitlements that all people in the world have, regardless of who they are or where they live. When we encounter the term "human rights," most of us think of civil and political rights such as freedoms of assembly and speech and freedom from torture and cruel or arbitrary punishment. However, human rights also encompass economic, social, and cultural rights, such as the right to a decent standard of living, which in turn encompasses rights to adequate food, water, shelter, and clothing requisite for health, as well as the right to health itself. International human rights agreements also include the right to participation in one's society and the right to dignified as well as safe working conditions. By now, almost every country in the world has signed one or more agreements that include important health-related rights.
A cross-cutting and key human rights principle with particular relevance to concepts of health disparities/inequalities/equity is the notion of nondiscrimination, referring to the right not to experience discriminatory treatment based on one's social group. Specific international human rights agreements explicitly focus on what we refer to here broadly as "racial/ethnic" discrimination, encompassing discrimination based not only on racial or ethnic group but also on religion, tribe, national origin, or refugee status. Other human rights agreements address rights of women and children (68) . Because the most influential groups (e.g., the dominant racial/ethnic group, men, adults) have sometimes questioned whether minority racial/ethnic groups, women, and/or children are indeed disadvantaged and hence in need of special measures to protect their rights, the existence of agreements that explicitly focus on these groups, recognizing them as historically disadvantaged, has had important practical implications globally. Despite obvious challenges in implementation, human rights principles provide a universally recognized frame of reference for initiatives to reduce health disparities between more and less advantaged social groups. This frame of reference could be important in the United States as well, in defending the rationale for affirmative action to rectify historic disparities between racial/ethnic and gender groups that impact health and/or health care, for example.
The right to health is a cornerstone underlying efforts to reduce health disparities. The World Health Organization's constitution (113) defined the right to health as the right of everyone to enjoy the highest possible level of health. Although this definition has been criticized for being vague and difficult to operationalize, S. Gruskin and I (13) have proposed that the right to health can be operationalized as the right of all social groups (defined by social position) to attain the level of health enjoyed by the most privileged group in society. The right to health thus provides the basis for comparing the health experienced by different social groups, always using the most privileged group in a given category-that is, the group with the highest position in a social hierarchy based on wealth, power, and/or prestige-as the reference group.
What Does the Proposed Definition Contribute that is New, and What Are Its Limitations?
In many if not most nonacademic settings, Whitehead's clear and straightforward definition of health disparities-as differences in health that are avoidable, unjust, and unfair-is likely to convey the key concepts. As noted above, however, the terms "injustice" and "unfairness" and also, to some extent, "avoidability" are open to widely varying interpretations, and this ambiguity can be problematic. For example, while most people in the United States and Europe believe it is unjust and unfair for women not to be able to vote, to be required to be veiled in public, and to be excluded from full economic and political participation in their societies, in some other countries these circumstances are viewed by the ruling groups as appropriate, just, and fair in light of women's unique (and, they would claim, valued) role in society. Given a long history of racial/ethnic and gender discrimination that has systematically put people of color at a disadvantage in multiple spheres of life, many in the United States believe that justice and fairness are served by affirmative action to increase racial/ethnic and gender diversity in professional positions; others, including some vocal members of the underrepresented groups, feel that such efforts are unjust and unfair, constituting "reverse discrimination" that disadvantages men and people of European American origin.
It may not always be possible to determine whether a given difference in health or health risks is unfair or unjust in itself. For example, because the causes of the black/white disparity in low birth weight are mostly unknown, we cannot say whether that difference itself is unfair or unjust. However, applying the proposed definition, the black/white disparity in low birth weight does qualify as a "health disparity" deserving special attention because it is an important health difference that adversely affects an a priori disadvantaged social group, compounding their disadvantage. The goal of equity would dictate that since the causes are unknown, intensive research to uncover the causes should receive high priority.
The proposed definition specifies that differences need only be potentially or theoretically avoidable through policy interventions. One might argue, particularly in the era of genomics, that virtually all states of ill health could be avoided if sufficient resources were invested in deciphering and manipulating their genetic codes. It would be a mistake to require empiric evidence of avoidability as a prerequisite for judging whether a given difference qualifies as a disparity/inequity. In practice, the modifiability of a given difference in health or a health determinant often may be questionable, depending largely on the degree of political will that can be summoned to make the necessary policy changes.
A series of additional examples illustrates other problems with some definitions of health disparities. At a recent meeting to discuss priorities for a federally funded U.S. center on oral health disparities, it was suggested that efforts should be broadened to address unmet needs for oral health services among middle-class populations in the catchment area, rather than focusing exclusively on lower-income populations. Some have suggested that the long-standing gender disparity in life expectancy, with women in the United States and most other industrialized countries on average living several years longer than men, should become a focus for initiatives on health disparities. Although African American women with breast cancer have higher rates of mortality and shorter survival times, affluent women of European American ancestry have higher incidence rates; some have suggested that health disparity initiatives should address this racial/ethnic difference. A talk at a recent national workshop on health disparities discussed an environmental health problem in a specified region as a "disparity" based on findings that certain areas within the region were more affected than others; the only discrepancies, however, were in relation to the implementation of safety procedures, as these regional differences did not correspond to differences in social position, i.e., the most affected areas were not at greater underlying social disadvantage than the less affected areas.
In each of these (real) examples, a simpler and more intuitive definition of health disparities provides no specific basis for rejecting a course of action that would significantly dilute or even misdirect resources earmarked for reducing disparities between more and less advantaged social groups. By contrast, the proposed definition dictates that resources to address health disparities should be selectively directed toward meeting the needs of disadvantaged groups (although not precluding the use of other available resources earmarked for public health in general to address unmet needs in more advantaged groups). In the above examples, the proposed new definition would specifically indicate that the gender disparity in life expectancy is, albeit an important public health issue, not an appropriate health disparities issue, because in this particular case it is the a priori disadvantaged group-women-who experiences better health. Similarly, the higher incidence of breast cancer among European Americans, the most advantaged racial/ethnic group in the United States, is an important general public health issue but not a health disparities issue. A talk on avoidable environmental health problems in a region, without reference to more and less privileged groups, might be of major relevance as part of a course on environmental health or environmental epidemiology but not in a course on health disparities. Health disparities/equity should not displace all other concerns, but do deserve particular attention highlighted by explicit criteria.
Perhaps the most compelling example illustrating the need for a definition that can guide measurement and accountability is the approach taken by the authors of WHO's World Health Report 2000 (114) (80), mentioned above. While the report made a welcome argument for the importance of going beyond aggregate measures to examine how health is distributed within populations, it recommended that "health disparities" be measured by examining the distribution of health indicators across ungrouped individuals and not across preselected social groups. At first glance this approach may not seem unreasonable, in part because one might assume that the socially disadvantaged individuals in a society are also those who are least healthy. Despite being systematically disadvantaged on the vast majority of health outcomes, however, members of a particular disadvantaged group may do as well as or better than their more advantaged counterparts for particular outcomes. Defining and measuring health inequality without comparing more and less advantaged social groups, as recommended in World Health Report 2000, creates a potential rationale for using "health disparities" resources to focus on health outcomes with greater relevance for more advantaged social groups-in effect, neglecting health differences between more and less advantaged social groups (like the twofold black/white disparity in U.S. infant mortality) while claiming to promote "health equity." A simpler definition of health equity-without explicit focus on the role of social disadvantage in "unfairness"-cannot be used to refute the measurement approach advocated by the authors of the World Health Report 2000 or in the examples cited above.
Limitations of the proposed definition
In contrast to Whitehead's definition, which is brief and easily understood by those without technical backgrounds, the proposed definition of health disparities is longer, more complex, and perhaps too unwieldy for many policy-makers, the press, and the public. For nontechnical contexts when measurement issues are less pertinent, it may be appropriate to use simpler definitions, such as the following modestly expanded versions of Whitehead's definition: health disparities reflect unequal opportunities to be healthy, making disadvantaged groups even more disadvantaged with respect to their health; correspondingly, reducing health disparities means giving disadvantaged social groups equal opportunities to be healthy. These simpler definitions resonate with the broader notion of equal opportunity to pursue well-being that has historically had relatively strong appeal in the United States.
MEASUREMENT IMPLICATIONS: ADDITIONAL DISCUSSION
Based on the proposed definition, measuring a health disparity requires three basic components: (a) an indicator of health or a modifiable determinant of health, such as health care, living conditions, or the policies that shape them; (b) an indicator of social position, i.e., a way of categorizing people into different groups (social strata) based on social advantage/disadvantage, such as income, education, ethnic group, or gender; and (c) a method for comparing the health (or health determinant) indicator across the different social strata, such as a ratio of the rates of the health indicator in the least and most advantaged strata.
In previous publications, my colleagues and I have recommended a systematic approach to studying health disparities/equity with the aim of informing efforts to reduce the gap (9-11). The approach can be summarized in several steps: (a) Choose the health or health-related indicators of concern and categorize people into social strata, i.e., by social position. (b) Calculate rates of the health indicator in each social stratum and display this graphically. (c) Calculate rate ratios (e.g., relative risks) and rate differences to compare each stratum with the a priori most advantaged stratum that corresponds to it (e.g., all other income groups compared to the highest income group). (d ) Examine changes over time in the rate ratios and rate differences; if feasible, use a summary measure to assess multiple parameters at the same time. (e) Conduct multivariate analyses in the overall sample and within strata shown to be at elevated risk compared to the most advantaged stratum, to identify particular issues warranting further attention through research or action (11) .
Comparison with the most advantaged social stratum, rather than with an average level (or with the group with the best level of a particular health indicator), is based on the ethical and human rights concepts discussed earlier. The health of the most advantaged social stratum indicates a minimum level that should be biologically possible for everyone. At times, the a priori most advantaged group will not have the highest level of health on every indicator. Consequently, some have suggested that the reference group always be the stratum with the highest level of a given health indicator. However, it is a relatively rare occurrence that the most privileged stratum does not have the highest level of health (and an even more rare occurrence that the most privileged social stratum actually does poorly on a given health indicator). Furthermore, abandoning the comparison between social strata in favor of a comparison with the healthiest runs the risk posed by the approach taken in the World Health Report 2000-namely, that it removes distributive justice issues from consideration and hence from the policy agenda. On balance, far more health equity-relevant information can be gained from consistently using the most privileged group as the reference for comparisons.
FINAL COMMENTS
This paper has discussed different approaches to defining health disparities/equity and their measurement implications. At first glance, this topic may seem of primarily academic interest, with little relevance for health policy and action. However, concrete experiences have revealed that a definition can have a significant impact on policies, particularly when resources are scarce and the definition is vague. In the United Kingdom and the rest of Europe, where socioeconomic disparities in health are the paradigm for "health inequalities," there may be less need for the rigorous measurement-oriented definition proposed here. In the United States, however, where the term "health disparities" is generally assumed to refer to racial/ethnic disparities and where many erroneously believe that such disparities are rooted in biological and/or "cultural" differences rather than underlying social disadvantage, more explicit guidance is needed. Events at the World Health Organization between 1999-2002, recounted earlier, demonstrated the potential consequences for health policy globally of widespread lack of clarity among public health researchers and leaders regarding the meaning of health disparities, inequalities, and equity.
Guidance is needed to inform measurement approaches that will be adequate not only for research on specific research questions but also for ongoing surveillance to assess the magnitude of the health gaps and how they change over time in relation to policies and conditions in all sectors that influence health. Public health surveillance is certainly not sufficient to reduce health disparities, but without monitoring how the size of disparities between more and less advantaged social groups changes over time in relation to policies, there is a lack of accountability for the differential effects of policies on vulnerable groups. We need to be clear about what we should measure and monitor and why. While epidemiology-the study of the distribution of diseases and risk factors across different populations-is concerned with health differences in general, which are important, the terms "health disparities" or "health inequalities" refer to a very specific subset of differences deemed worthy of special attention because of social values, including ethical concepts of distributive justice and core human rights principles.
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